Background: Women are disproportionally affected by human immunodeficiency virus (HIV)/acquired immunodeficiency syndrome (AIDS) in sub-Saharan Africa (SSA). The determinants of gender inequality in HIV/AIDS may vary across countries and require country-specific interventions to address them. This study aimed to identify the socio-demographic and behavioral characteristics underlying gender inequalities in HIV/AIDS in 21 SSA countries. Methods: We applied an extension of the Blinder-Oaxaca decomposition approach to data from Demographic and Health Surveys and AIDS Indicator Surveys to quantify the differences in HIV/AIDS prevalence between women and men attributable to socio-demographic factors, sexual behaviours, and awareness of HIV/AIDS. We decomposed gender inequalities into two components: the percentage attributable to different levels of the risk factors between women and men (the "composition effect") and the percentage attributable to risk factors having differential effects on HIV/AIDS prevalence in women and men (the "response effect"). Results: Descriptive analyses showed that the difference between women and men in HIV/AIDS prevalence varied from a low of 0.68 % (P = 0.008) in Liberia to a high of 11.5 % (P < 0.001) in Swaziland. The decomposition analysis showed that 84 % (P < 0.001) and 92 % (P < 0.001) of the higher prevalence of HIV/AIDS among women in Uganda and Ghana, respectively, was explained by the different distributions of HIV/AIDS risk factors, particularly age at first sex between women and men. In the majority of countries, however, observed gender inequalities in HIV/AIDS were chiefly explained by differences in the responses to risk factors; the differential effects of age, marital status and occupation on prevalence of HIV/AIDS for women and men were among the significant contributors to this component. In Cameroon, Guinea, Malawi and Swaziland, a combination of the composition and response effects explained gender inequalities in HIV/AIDS prevalence. Conclusions: The factors that explain gender inequality in HIV/AIDS in SSA vary by country, suggesting that country-specific interventions are needed. Unmeasured factors also contributed substantially to the difference in HIV/AIDS prevalence between women and men, highlighting the need for further study.
Background
Countries in sub-Saharan Africa (SSA) remain the most severely affected by the human immunodeficiency virus (HIV)/acquired immunodeficiency syndrome (AIDS) pandemic, accounting for 68 % of all persons living with HIV/AIDS worldwide [1, 2] . Compared to men, women living in SSA are disproportionally affected by HIV/ AIDS, accounting for 59 % of all infections in this region [1] [2] [3] . The gender disparity starts at a young age, with 15 to 24 year old women in SSA being more than twice as likely as men to become newly infected with HIV [1, 2, 4] . There is an increasing recognition that prevention and treatment programs must address gender inequalities in HIV/AIDS [5] . Nevertheless, the mechanisms that give rise to these inequalities are poorly understood.
Gender inequalities in HIV/AIDS might be attributable to the differential distribution of risk factors for women and men. For example, the lower socioeconomic position of women in SSA may place them at greater behavioural risk for HIV infection [6] [7] [8] . Women are more likely to be uneducated, unemployed, and impoverished than men, which predisposes them to transactional sexual exchanges [9] . These sexual exchanges are often made with casual sex partners and without protection [10] . Thus, economic inequality between women and men may increase vulnerability to HIV among sexually active women [11] . Besides economic differences, unequal power relationships and the subordinate position of women relative to men also place women at higher risk for contracting HIV [12] [13] [14] [15] [16] [17] [18] . Women in SSA generally have less power to negotiate safe sex, including condom use [19] . Additionally, cultural factors encouraging older men-who are more likely to be HIV-infected-to have younger female partners (i.e., intergenerational sex) [20] limit women's ability to negotiate safe sex and increase the risk of HIV infection for women relative to men potentially exacerbating gender inequalities in HIV infection [21] . Moreover, social norms permitting violence against women, including domestic violence, spousal abuse, and rape might increase the probability of infection among women. This violence has many implications for the spread of HIV/AIDS. For example, it is associated with lack of condom use as well as traumatic injury among women in SSA [19] , which increases risk of HIV infection [16, [22] [23] [24] [25] .
The differential responses of women and men to HIV/ AIDS risk factors may also contribute to observed gender inequalities in HIV/AIDS. For example, a recent study by Magadi [3] using pooled data from 20 SSA countries showed that conditioning on HIV risk factors, including sexual behaviors, did not explain the increased odds of HIV/AIDS among women relative to men [3] , suggesting that traditional HIV risk factors may have differential and more detrimental effects for women compared to men.
Few studies [26, 27] , however, have assessed whether risk factors have different effects on the probability of HIV/ AIDS for men and women. One study showed that unmarried women have twice the risk of HIV compared to unmarried men [28] , suggesting that the differential effects of marital status may contribute to gender inequalities in HIV/AIDS. Additionally, although men and women may have similar distributions of household wealth, women have less control over household decision-making and financial resources and thereby may lack power to negotiate safe sexual practices (for example, condom use) with their partners [9, 29, 30] , which puts them at higher risk for HIV/AIDS. Unmeasured biological factors may also be important [31] . For example, male-to-female transmission of HIV is more biologically efficient than female-to-male transmission [32] [33] [34] [35] . However, gender inequalities in HIV/AIDS vary substantially across world regions and are unlikely to be explained by biological differences alone. Political, organizational and legislative [5] , social [12] [13] [14] [15] [16] [17] [18] , and other cultural factors not already mentioned may also play important roles.
Gender inequalities in HIV/AIDS prevalence vary across countries [36] . Clarifying the determinants of gender inequalities in the SSA region, including whether they are explained by the differential distributions (a "composition effect") or effects (a "response effect") of HIV/AIDS risk factors for women and men, may help to inform countryspecific interventions for mitigating them [37, 38] . However, the characteristics explaining gender inequalities in HIV/AIDS prevalence in this region have not been systematically evaluated. Using data from the Demographic and Health Surveys (DHS) and AIDS indicator surveys (AIS), we recently elucidated the factors explaining gender inequalities in HIV/AIDS prevalence in Kenya, Lesotho and Tanzania [39] . This study showed that composition effects mainly explained gender inequalities in HIV/AIDS in Tanzania, whereas in Kenya and Lesotho they were partly explained by differences in the effects of measured HIV/ AIDS risk factors for men and women, including sociodemographic characteristics (i.e., age and marital status) and sexual behaviours (i.e., age at first sex). In the current study, we extended our previous work by: 1) measuring the magnitude of the gender inequality in HIV/AIDS prevalence across 21 SSA countries using available DHS; 2) quantifying the extent to which gender inequalities in HIV/AIDS were attributable to composition or response effects using a decomposition analysis; and 3) estimating the contribution of each risk factor to gender inequalities in HIV/AIDS prevalence across SSA countries.
Methods

Data
We used available data from the international DHS and the AIS to analyse the sources of gender inequality in HIV/AIDS prevalence across 21 SSA countries surveyed between 2003 and 2012 (Table 1) . Each DHS is a crosssectional survey that collects and disseminates nationally representative household data, including comparable information on socio-demographic, behavioral, nutritional, health and other characteristics over time [22, 40, 41] . The DHS uses a multistage stratified design with probabilistic sampling that gives a defined probability of selection to each elementary unit [42] . Each DHS survey was stratified by urban and rural status and also by country-specific geographic or administrative regions [43] . To ensure comparability across countries and time, the DHS uses standardized measurement tools and techniques and an identical core questionnaire that is pretested and then administered by trained interviewers [44] . Further details concerning the DHS survey methodology are available elsewhere [45] .
The AIS has been fielded in selected low-and middleincome countries since 2001 [3, 46] . Unlike sentinel surveillance, the AIS is a population-based survey that provides nationally-representative HIV prevalence data based on anonymous and voluntary testing of men and women aged 15-49 who were interviewed in the DHS, although some countries have also tested older adults [47, 48] . Due to the anonymous nature of the survey, respondents cannot be provided with their results. However, all respondents are offered referrals for free voluntary counselling and testing (VCT) and AIDS educational materials. In some countries, mobile VCT teams follow up after interviewers to counsel and test respondents who agree to be tested. The comparative nature of the DHS and the possibility to link HIV status from the AIS to the full DHS survey data, while conserving anonymity, provide a unique opportunity to examine factors contributing to gender inequalities in HIV/AIDS in different contexts in Africa. Data from the standard DHS linked to HIV prevalence data from the AIS were available for 313,207 respondents across 21 countries, with seven countries surveyed twice between 2003 and 2012.
We used secondary data collected by the international Demographic and Health Survey (DHS) program after obtaining participants' consent. Due to the anonymous nature of our data, our study was exempted from ethical committee review.
Measures
Our outcome of interest was HIV serostatus, determined by a confirmatory HIV-positive antibody blood serum result. Sex of the respondent (male vs. female, as defined in the DHS and AIS), used as a proxy for gender, was the key explanatory variable. Other covariates included socio-demographic characteristics, sexual behaviours, and HIV/AIDS awareness. Socio-demographic characteristics included urban/rural residence, the sex of the household head, the respondent's age at the time of survey, educational attainment (none, primary, or secondary and above), marital status (married, never married, or separated/divorced/widowed), and occupational type (agricultural, unemployed, domestic, trade, manual, office/service, or professional/manager). Applying a relative approach to poverty [49] [50] [51] , household wealth was measured by a composite index created by principal component analysis (PCA) using information on household assets (ownership of radio, television, refrigerator, bicycle, motorcycle/ scooter, car/truck, and telephone), housing quality, and environmental conditions (electricity, source of drinking water, type of toilet facility, floor material). The wealth index was split into country-specific quintiles. Sexual behaviors included age at first marriage, age at first sex, premarital sex, sexual behavior risk (i.e., if a condom was not used at last sexual intercourse or having intercourse with a partner other than a spouse), and having multiple sex partners in the past year. Following the approach of Magadi [3] , the PCA technique was employed to create a country-specific index of HIV/AIDS awareness using nine questions on knowledge of the modes of HIV transmission and ways to avoid infection.
Statistical analysis
We calculated the prevalence of HIV/AIDS for women and men across countries. The Chi-square test was used to estimate gender inequalities in HIV/AIDS as the difference in prevalence comparing women to men. Then, in countries where gender was significantly associated with HIV/AIDS prevalence, we explored the sources of gender inequalities in HIV/AIDS prevalence using an extension of the Blinder-Oaxaca (BO) decomposition [52, 53] . This involved decomposing the observed women-men gaps in the prevalence of HIV/AIDS into two components: composition and response effects. Composition effects represent the contribution to gender inequalities in HIV/AIDS prevalence due to gender differences in the distributions of observable HIV/AIDS risk factors between women and men (i.e., socio-demographic characteristics, sexual behaviors, and HIV/AIDS awareness). Response effects reflect the contribution to gender inequalities in HIV/AIDS due to gender differences in the effects of measured HIV/AIDS risk factors, as well as unmeasured factors not included in the model [52] [53] [54] . The percentage of gender inequality in HIV/AIDS explained by a given component for each risk factor is defined by the amount of the difference in HIV/AIDS prevalence explained by the component divided by the total difference in HIV/AIDS prevalence between women and men multiplied by 100. The BO method allowed us to assess which factors were associated with each source of inequality. Initially limited to continuous dependent variables, the BO decomposition approach has been extended to the case of non-linear dependent variables [55] [56] [57] [58] [59] . Estimates were obtained using the statistical routine designed for non-linear outcomes described by Powers, Yoshioka and Yun [54] . This approach overcomes potential problems related to path dependence and identification [54] . All analyses, both descriptive and multivariate, were weighted using the available DHS sampling weights and accounted for clustering at the household level. We used STATA version 12 software for all analyses. between women and men in HIV/AIDS prevalence ranged from a low of 0.68 % (P = 0.008) in Liberia (2005) to a high of 11.5 % (P < 0.001) in Swaziland (2006-7). Fig. 1 maps gender inequalities in HIV/AIDS prevalence in 21 SSA countries (using the most recent survey for countries with more than one available); inequalities were more pronounced in the southeastern region of SSA relative to the northwestern region.
Results
Gender inequalities in HIV/AIDS
Sample characteristics
Descriptive analyses (Additional file 1: Table S1 ) showed that there were differences in the distributions of HIV/ AIDS risk factors between women and men. On average, women were younger than men in all countries other than Mozambique, Swaziland, Liberia, Zimbabwe and Malawi, likely due to differences in the sampling frames for women and men, which ranged from 15 to 49 years for women and 15 to 64 years for men. In general, compared to men, women were more likely to be married (e.g., 76.7 % versus 63.8 % in Sierra Leone; 62.8 % versus 50 % in Cameroon) and to be separated/divorced/ widowed (e.g., 9.1 % versus 5.4 % in Ghana; 18.4 % versus 5.5 % in Mozambique). However, there were some exceptions. For example, in Malawi the percentages of married women and married men were statistically similar. There was no difference between the percentages of separated/divorced/widowed women and men in Mali.
In general, women were more socioeconomically disadvantaged than men. For example, compared to men, fewer women had secondary or above education (e.g., 11.1 % versus 31.9 % in Guinea; 25.3 % versus 36.6 % in Uganda). Additionally, women were more likely than men to be unemployed or employed in trading, whereas men were more likely to be employed in professional/ managerial occupations. The descriptive statistics results also showed that a higher percentage of women reported 
Explaining gender inequalities in HIV/AIDS prevalence
We used the BO decomposition technique to examine sources of gender inequality in HIV/AIDS prevalence across countries (Table 2 ). There were three distinct patterns ( Fig. 2) . First, in the majority of countries, the response effect (the differential effect of a risk factor on women and men) explained the concentration of HIV/ AIDS among women; the percentage of the gender inequality in HIV/AIDS attributable to this component ranged from 81.5 % in Mozambique and Rwanda to 116 % in Congo Brazzaville. These results indicate that, had responses to HIV/AIDS risk factors been equivalent for men and women, the prevalence of HIV/AIDS would have been 19 % lower among men relative to women in Mozambique and Rwanda and 16 % higher among men relative to women in Congo Brazzaville. Second, in Uganda and Ghana, the composition effect (i.e., difference in distribution; the differential distribution of risk factors by gender) explained 84 % and 92 % of the higher prevalence of HIV/AIDS for women compared to men, respectively. Third, in Cameroon, Guinea, Malawi and Swaziland, both response and composition effects explained gender inequalities in HIV/AIDS prevalence. More than one-half of the gender inequality in HIV/AIDS prevalence in these countries was attributable to gender differences in responses to socio-demographic characteristics, sexual behaviors, HIV⁄AIDS awareness, and unmeasured risk factors. Table 3 and Fig. 3 report detailed results of the decomposition analysis conducted within each country. Gender inequalities in the majority of countries were explained by the differential effects of socio-demographic factors, including age, marital status, and occupation, on prevalence of HIV/AIDS for women and men. Women aged 20-39 were more likely to be HIV-infected than men of the same age group, particularly in Congo Brazzaville (2009), Note: using this method, the net percent contribution of both components always equals to 100. A contribution may be negative (less than zero) or positive and can even exceed 100. A positive contribution indicates that the component contributes to the greater prevalence of HIV/AIDS among women relative to men, whereas a negative contribution indicates the opposite SE: Standard Error In Ghana (2003) and Uganda (2011), it was the composition effect that explained gender inequalities in HIV/AIDS prevalence. Differences in the distribution of sexual behaviors explained 74.1 % of the excess in HIV seropositivity among women in Ghana. For example, in Ghana 24 % of men reported that they had never had sex compared to 15.5 % of women; results from the BO decomposition imply a 57.4 % decrease in the gender inequality in HIV/AIDS if Ghanaian women and men were equally likely to report not having sex. In Uganda, the differential distribution of socio-demographic characteristics between women and men was responsible for 89 % of the gender inequality in HIV/AIDS. The differential distributions of marital status, particularly being separated, divorced, or widowed, explained 38.6 % and 21.9 % of excess HIV/AIDS seropositivity among women in Ghana and Uganda, respectively. In both countries, the differential distributions of premarital sex between men (54.3 % in Ghana, 66 % in Uganda) and women (43.1 % in Ghana, 45.5 % in Uganda) reduced gender gaps in HIV/AIDS prevalence.
In countries where both response and composition effects explained gender inequalities in HIV/AIDS The overall absolute contribution of a given variable is equal to the sum of absolute contribution of its categories; the absolute contribution of socio-demographic characteristics, sexual behaviours, and awareness of HIV/AIDS is determined by summing the absolute contributions of all variables included in each category. The absolute contribution of a given variable to a given component was calculated as follow: the absolute difference of HIV/AIDS prevalence between women and men explained by this component multiplied by the relative contribution (in percentage) of this variable to this absolute difference in HIV/AIDS prevalence f Sexual behavioural factors are not highly correlated prevalence (Cameroon, Guinea, Malawi, and Swaziland), age contributed to gender inequalities in HIV/AIDS prevalence. Results from the BO decomposition imply that setting the distributions of age to be the same for women and men and equalizing the effect of age on HIV/AIDS prevalence would lead to a 28.8 % decrease in the excess prevalence of HIV/AIDS among women in Swaziland. However, doing so in Guinea and Cameroon would increase these inequalities by 15.2 %. The differential effect of age did not contribute to gender inequality in HIV/AIDS in Malawi. In all four of these countries, the constant term, representing the effects of unmeasured factors, made the largest contribution to gender inequalities. Seven countries were surveyed twice between 2003 and 2012. In six of the seven earlier surveys there was a significant difference in the prevalence of HIV/AIDS between women and men. We examined the sources of gender inequality in HIV/AIDS in these six surveys, Table S2 ). Similar to our main findings, analyses of these six additional surveys showed that, in most countries, inequalities in HIV/AIDS prevalence between men and women were attributable to the differences in the responses to HIV/ AIDS risk factors (Additional file 1: Table S3 ). The response effect of unmeasured characteristics made the largest contribution to gender inequalities in HIV/AIDS prevalence in most of these six countries. Additionally, the main sources of gender inequalities in HIV/AIDS within countries changed over time in Cameroon, Ethiopia, Malawi and Zimbabwe.
Discussion
The global burden of HIV/AIDS varies considerably between countries, with those in southern Africa being most affected by the pandemic [60] . We estimated the absolute difference in HIV/AIDS prevalence comparing women to men in 21 SSA countries and identified sources of gender inequalities. Descriptive analyses showed that gender inequalities in HIV/AIDS prevalence were most pronounced in the south-east region of SSA, where socioeconomic inequalities in HIV/AIDS are also greater relative to other SSA countries [61] . In these countries in particular, gender inequalities in HIV/AIDS prevalence were primarily explained by the differential effects of HIV/AIDS risk factors for men and women rather than by the differential distributions of these characteristics. Reducing gender inequalities might be essential to efforts to eliminate HIV/AIDS [62] . There are gender inequalities in the prevalence of HIV/AIDS in SSA across countries. Our analyses showed that women had a higher prevalence of HIV/ AIDS than men in at least three-quarters of the countries surveyed. Furthermore, a comparison of gender inequalities within countries surveyed on two occasions since 2003 suggests that these inequalities are persistent over time. Consistent with earlier work [63] , our results showed that gender inequalities in HIV/AIDS prevalence were larger in magnitude in countries with a greater burden of HIV/AIDS, particularly countries situated in south-east SSA, including Malawi, Mozambique, Swaziland, Zambia, and Zimbabwe. A higher probability of HIV transmission [64] , as well as greater community viral load (CVL) [65] , may contribute to greater prevalence of HIV/AIDS in this region. A systematic review of observational studies by Boily and colleagues [64] suggested that regional differences might be explained by variations in contraceptive practices, differential burden of viral subtypes, and interaction with other infectious diseases, among other factors. Additionally, a recent study by Abu-Raddad and colleagues [65] indicated that viral load is higher in SSA than other regions, and it is highest in southern and east Africa. Community viral load may be a central driver of the HIV epidemic in SSA, where it may reflect, among other factors, the high burden of coinfections such as malaria, tuberculosis and other tropical diseases or the preponderance of HIV-1 subtype C infection. Other work suggests that the level of wealth inequality in SSA region is associated with HIV prevalence [65] [66] [67] .
Results from our decomposition analysis showed that the sources of gender inequality in HIV/AIDS vary across countries. In most of the countries surveyed, gender inequalities in HIV/AIDS were primarily explained by differences in the effects of risk factors-both measured (i.e. socio-demographic characteristics, sexual behaviours, and HIV⁄ AIDS awareness) and unmeasured in our model-on HIV/AIDS seropositivity for women and men. Gender-related constraints, including women's limited control of resources, may decrease women's ability to protect themselves against diseases [68] and explain our observations. For example, with respect to measured socio-demographic characteristics, the differential effects of occupation contributed to the disproportionate burden of HIV/AIDS among women in SSA. The same occupational classes may be associated with different risks for HIV/AIDS for women compared to men. For example, research indicates that unemployed women generally face poorer job prospects than unemployed men [69] . Further, unemployed women are more economically dependent on their male partners and have fewer alternatives to protect themselves against disease transmission [68] . Similarly, marital status has different implications for women and men in many contexts because of cultural restrictions on women's autonomy in the public sphere. These constraints may contribute to gender inequalities in HIV/AIDS by reducing the capacity of unmarried women to engage in equitable relationships and negotiate safe sexual practices (e.g. condom use) with their partners [70, 71] , which increases the probability of HIV infection. Other research showed that women who exited an abusive marriage were likely to enter another one with new risks [72] , or enter domestic service, which is associated with workplace violence [73] .
In a subset of countries, differences in the distributions of sexual behaviors, including age at first sex and premarital sex, between women and men were the main factors contributing to gender inequalities in HIV/AIDS. The age of first sex was lower, on average, for women compared to men, suggesting they were at higher risk of HIV infection due to a longer risk period [74] . Consistent with earlier work [75] [76] [77] [78] , interventions that delay the age at which women experience intercourse might reduce gender inequalities in HIV/AIDS. Indeed, it has been shown that a longer duration of premarital sex relative to the duration of marriage was associated with an increased odds of HIV infection and other sexually transmitted diseases [79] . In our sample, women were less likely to have premarital sex compared to men (see descriptive analysis in Additional file 1: Table S1 ). This likely protected women against HIV/AIDS. Moreover, our analysis showed that in countries where composition and response sources of gender inequalities in HIV/AIDS played a significant role (e.g. Cameroon, Guinea, Malawi and Swaziland), the differential effects of unmeasured factors made a large and significant contribution. Unmeasured factors that might contribute to gender inequalities in HIV/AIDS include power processes through couple communication and collaboration [80] , lack of female empowerment and limited access to health resources [40] , social support [81] , migration [82] , and lack of an enabling environment for women [83] . Also, several unmeasured biological mechanisms might increase women's risk of contracting HIV [84] . First, research indicates that during sexual intercourse women have a greater mucosal surface area exposed to infectious fluid for longer periods and are more likely to face increased tissue injury [85] . Second, sexually transmitted infectious diseases increase the risk of contracting HIV, particularly for women, because these infections are often asymptomatic and untreated [85] [86] [87] . Third, women have a window of vulnerability after ovulation in which the potential for viral infectivity in the female reproductive tract is increased [88] . Further work is required to understand how the differential effects of risk factors contribute to gender inequalities in HIV/AIDS.
Our study is subject to some potential limitations. First, although the DHS/AIS provide nationally representative estimates of HIV prevalence, our results could be biased due to the voluntary nature of the HIV test. Nevertheless, prior studies [24, 89] showed that nonresponse was unlikely to bias national estimates of prevalence from the DHS. Further, it has been shown that non-response is more likely to be random than selective in the DHSs [3] . Second, the cross-sectional nature of data cannot establish temporality between risk factors and outcome status, making it impossible to rule out reverse causality-our findings should therefore be interpreted as associations rather than causal estimates of the impact of intervening on HIV/AIDS risk factors. Third, because we used individual-level data we could not quantify the contribution of structural factors (e.g., CVL, wealth inequality) to gender inequalities in HIV/ AIDS. In brief, this is because structural factors operate at the aggregate-level and cannot be used to decompose individual-level gender inequalities in HIV/AIDS prevalence. We also could not incorporate biological factors in our analyses, as this information was not available in our datasets. Finally, HIV risk factors were self-reported and may be reported with error; for example, individuals might misreport sexual behaviors [90] .
Caveats considered, the results of this study have some useful implications for future research and for potential interventions targeting gender inequalities in HIV/AIDS in SSA. First, in the majority of countries it was the differential effects of measured and unmeasured HIV/AIDS risk factors that contributed to gender inequalities. Further research, including sub-national research and mixed methods approaches, is needed to identify these risk factors and elucidate how they interact with gender to exacerbate differences in the burden of HIV/AIDS between women and men. Second, when these processes are better understood, our findings suggest that countryspecific interventions and preventive programs based on the sources of gender inequalities in each context [37, 38] will be needed to mitigate gender inequalities in HIV/ AIDS in SSA. Given the different patterns that we observed in the sources and factors contributing to gender inequalities across countries, general interventions to reduce gender inequalities in HIV/AIDS may not be effective [37] . Prior work [91] [92] [93] [94] [95] [96] [97] has proposed a structural approach to HIV prevention which takes into account the main dimensions of women's empowerment; examining whether interventions designed to empower women reduce inequalities in HIV/AIDS is a fruitful area for further research.
Conclusions
Using the most recent available data we measured gender inequalities in HIV/AIDS prevalence in the SSA
